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FOREWORD 



The Department of Adult Education of Florida state 
University is pleased to present this report of its second 
in a series of three institutes devoted to developing and 
improving educational programs for older persons. The 
first institute was held for two weeks during the summer 
of 1969. a third one :s now being planned and will be con- 
ducted during the 1971-72 period* 

For the second and third institutes we are indebted 
for sup: art to the Florida Board of Regents (through Title 
I of the Higher Education Act). The first institute was 
supported jointly by the Board of Regents and the Florida 
Commission on Aging (now the Bureau on Aging). 

The participants for these institutes are recruited 
according tc a predetermined pattern. The first one, en- 
rolling 37 persons, was designed to accommodate non-school 
persons who were in leadership positions in providing edu- 
cational programs and activities for older persons or who 
anticipated such a role for themselves. They included 
directors of Senior Citizen's Centers, religious leaders, 
directors of county councils on aging, librarians, and 
others. The second institute, reported on herein, enroll- 
ing 45 persons, was composed of administrators, teachers, 
and counselors from universities, community colleges, and 
public school systems. The third one, planned for next 
year, will enroll a mixture of school and non-school lead- 
ers. This is based on the thesis that by working together 
on a face to face basis through a week or more of institute 
activities, the two groups will get to know each other and 
will thus come to use each others' services to a much great- 
er extent than heretofore and will combine forces to pro- 
duce more and better educational opportunities for older 
citizens . 

George F. Aker, Head 
Department of Adult Education 
Florida State University 
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OBJECTIVES OF THE INSTITUTE 



1. To provide a greater understanding of and insight 
into what it means to the individual to reach that 
stage of life known as the "retirement years." To 
do this through a series of presentations by skill- 
ed persons in the field of social gerontology, each 
presentation to be followed by a forum discussion. 

2. To provide an understanding of the eifect of aging 
on the ability to learn, in terms of both positive 
and negative factors. 

3. To provide an opportunity for a cros3 -sec tion of 
adult educators from a variety of institutions to 
get together so they could share ideas and stimulate 
each other’s thinking. 

4. To provide help in the practical problems of organ- 
izing and administering educational programs for 
the aging. These include determining needs, pro- 
gram planning, financing, coordination with other 
agencies, publicity and promotion, and similar 
matters . 

5. To provide an opportunity through group sessions for 
each person to work intensively on some particular 
phase of our topic and take home with him a document 
or documents which he could use in his own program. 
Alternately, such documents could be published as 
part of the Institute proceedings, 

6. To provide a monograph of the proceedings of the 
Institute which could be used as a resource document 
for those working in the field* 
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KEYNOTE ADDRESS: AGING— THE NEED FOR A CHOICE 

by 

Thomas A, Rich, Ph.D., A.M.Hyg. 
Director, Institute on Aging 
University of South Florida 



The major problem in aging is not age. The major problems 
are societal and many changes noted are reversible as soci- 
ety changes. As we grow older, we need to maintain the same 
freedom of choice in our life style that we have had at any 
prior age, and this is the thesis of this paper* 

This is a critical year for the people in the field of aging 
the year of the 1971 White House Conference on Aging. The 
problems and programs in aging will have a national forum 
for discussion and, hopefully, influence the legislative and 
administrative process at national and local levels. Before 
going further into this topic, I would like to take time to 
set the stage and make some comments about a few misconcep- 
tions or missing conceptions, as the case may be, about 
aging. 

We are here to discuss aging, not just the aged. This means 
that we must think in terms of programs and problems for all 
ages and how they relate to the next stage in the develop- 
ment cycle. Man has had about the same life span throughout 
history, but now his average life expectancy has increased. 
This major increase is due to changes in infant mortality 
which allows more people to reach adulthood, therefore, to 
reach older ages. This means that today we are dealing with 
increasing numbers of people in the middle and older age 
groups. The figure is usually cited that this population is 
now about 20 million, but if w T e drop the age back to 60, we 
immediately jump it to 2 7 million. Since retirement ages 
seem to be coming earlier, the consequences of this are ob- 
vious in that we will be dealing v T ith approximately one- 
fourth of the population of the country. 

When we talk about older people, ve are talking about a pop- 
ulation that has become predominately female since at birth 
the life expectancy of the female is still significantly 
greater than that of the male. At age 65, the average life 
expectancy is still greater for the female than for the male 
In this group over age 65, we find about 5.2 million married 
couples and half of these couples are living on incomes of 
under $3,000. Also, 60% of the single persons over 65 are 
living on incomes under $1,500. 
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Another common misconception is that when we talk about ag- 
ing and the aged, we are talking about a sick person in an 
institution. Only about 4% of the persons over 65 in this 
country are permanent residents of institutions and 80% live 
in their own households. While a number of these people 
have multiple chronic ailments, this does not necessarily 
impair their functioning. So, health problems are sometimes 
exaggerated even though health needs and health care obvi- 
ously needs continuous upgrading and improvement for all 
segments of the population. 

It's interesting to note that we have two marginal groups ir 
our country at this moment sharing some very similar charac- 
teristics, i.e. high leisure — low income, high dependency, 
lov; social and economic utility. I am referring to people 
over 60 and people under 25. It's very possible that there 
is no generation gap but more marginal group conflict be- 
cause the groups are too similar. As the next and last point 
in setting this framework that I v;ould like to emphasize is 
to be extremely cautious in evaluating materials about the 
effects of aging. Go back and look at original studies. 

See v/hich ones were carried out on that 80% living indepen- 
dently in their own world and how many were carried out in 
a make-believe world in residential treatment homes. This 
distortion, because samples in research have tended to come 
from captive populations in residence or nursing homes, has 
led to concepts of change that are not being supported by 
today's research. 

Now, I would like to briefly review the situation on aging 
this year as related to the White House Conference. The 
White House Conference has established national and state 
committees on the following needs areas: income, health 

and mental health, housing and environment, nutrition, edu- 
cation, employment and retirement, retirement rojes and 
activities, transportation, and spiritual well being. There 
are also special needs meeting areas with committees in areas 
such as planning, training, research and demonstration, ser- 
vices, programs and facilities, and government and non- 
government organizations. This is also a good framework for 
looking at problems that are associated with the aging pro- 
cess — not the problems of aging again. in tne conference 
here we are concentrating on education as a needs area and 
I will restrict most of tr»y comments from here on to this 
particular area. 

Commissioner John B. Martin, in his remarks to the Technical 
Committee on Education in December, 1970, pointed out that 
education for the elderly is at a low priority and that this 
is unrealistic particularly in ^iew of the decreasing retire- 
ment age. He further cites that, as you know, about one out 
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of five of the people 65 and over presently are illiterate. 
Two-thirds have =ad no schooling beyond the eighth grade. 

They reflect :-he early 1900's and yet as we lc >k at this 
population, wl must keep in mind that it is a population 
changing every ten years at best and represents new educa- 
tional levels, new backgrounds, and new kinds of i ^eds. 

I will not attempt to repeat his paper, although i is well 
worth reading. He recommended not only basic education, but 
instruction on money management, nutrition, exercise, health 
protective measures, and accident prevention. Here ^ wculc 
like to point out that one of the stereotypes of this limit- 
ed development of educational programs is the idea that ag- 
ing impairs learning ability. The evidence does not support 
this particular concept even though there are special cases 
of change with age where learning ability is impaired. We 
will come oack to this topic a little later. 

I think the most challenging of Commissioner Martin's charges 
to the Education Committee was to consider the following is- 
sue, "Can we use, or do we want to use educational programs, 
as a means of creating what might be called a subculture of 
the retired in which the major values are cooperation, ser- 
vice, and enjoyment of living in contrast to the competition, 
conspicious achievement, production and consumption that are 
predominant in the working age p >pulat ion. " In this kind of 
statement, Commissioner Martin has certainly outlined one Ox 
the major issues in the development of educational programs 
for older people. 

I see a parallel problem in developing a core of people com- 
petent to teach the aged.. V assume that this is why you are 
here. You need to know the characteristics of older people, 
the kinds of programs that are rppealing and useful, and, 
perhaps, beginning to understand the need to deal with some 
of your own stereotypes about aging. In the beginning of 
this paper, I dealt with the stereotype of the aged as a 
chronically ill, disabled person residing in a residential 
care facility. I v:ould like to repeat that this is not true 
of people over 65 and we have negle ;ted the 80% who are func- 
tionally independent and not much different except in the 
years lived from any of the rest of us. These older people 
may not show up at meetings on aging or appear as research 
subjects because they are quite busy doing the same kind of 
things that we do every day. Shanas 1 functional behavior 
measure in which she developed six questions for cross cul- 
tural comparisons gives a good idea of the point I am trying 
to make. We can determine from such questions how a person 
functions without, regard to what his health profile looks 
like, or his actual age, or any of the other factors that v:e 
usually consider. They simply ask the following questions: 
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1. Can you go out of doors? 

2. Can you walk up and down stairs? 

3. Can you get about the house? 

4. Can you wash and bathe yourself? 

5. Can you dress yourself and put on your shoes? 

6. Can you cut your own toenails? 

By grading the answers, you can get a good idea of the func- 
tional ability of the persons w ithout regard to all the 
other kinds of issues that we ordinarily consider. I would 
like to point out that other countries apparently regard 
foot care as much more important than we do and it is not a 
negative requiring avoidance. Als^, the act of cutting ones 
own toenails is a rather complex motor task and the next 
time you do it give some thought as to the implications for 
your own level of functioning in terms of vision, motor coor- 
dination, balance, and all of the other physical and psycho- 
logical complexities involved in the process. 

Many of our related stereotypes of older people are not of 
that age at all, but are about poverty, the poor. When we 
have made some progress in income adjustments so that this 
dramatic drop does not occur, then I think v ? e will see that 
many of the associated problems in terms of their patterns 
of consumer spending, usual leisure activities and whole 
life cycle will be quite different. 

A second major area of importance in working with older peo- 
ple, in addition to the stereotypes that we carry around 
about this, concerns our own attitudes. Since you already 
have a paper in your folder concerning this very topic, writ- 
ten from some research by Newgarten, I will not emphasize it 
but would like to refer to it. To be an effective worker, 
you need to study these stereotypes in your own attitudes to- 
wards your own process of aging. What kinds of self-review 
processes have you gone through to adjust to the different 
ages and stages that you pass through? What do you see in 
the mirror each morning? what have you done to monitor your 
weight and hair changes and other evidences of growing older? 
Your own acceptance and awareness in this area will serve to 
make you a far mere effective instrument in teaching and 
working with older people than if you consider them some 
kind of other population and forget that you are also becom- 
ing older. 

A last point before we review, and that is, if ^ have made 
the issue clear that I strongly feel that I must stop put- 
ting people over 60 or 65 and over into some group assumed 
to be homogeneous and realize that any program planning must 
take into consideration the special sub-group that you are 
dealing with. We must find out individual and sub-group needs 
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and deal with these directly. Take into consideration what 
they want to learn just as we do with any other age group 
population. 

In summary, let me review the nee Is areas from the positive 
versus the negative views of aging. 

Income - There is a sharp drop in income, out it is not an 
age drop. It is determined by society. Without this 
sharp drop, there would be a quite different list of 
problems associated with any age group. 

Hea 1th - Health problems certainly increase with age, but 
functional measures show us that the older person is 
sti 1 competent for independent living just as tne 
group represented here. 

M ental Health - We know somewhat less about mental health 

and many old people are not treated, or offered psycho- 
therapy, because of the fears of the therapist, or be- 
cause their symptom pattern is dismissed with the 
statement that it is their age. The same set of symp- 
toms at a different age might bring immediate mental 
health treatment. in addition, we still tend to use 
residential home placement or scate hospitals as a way 
of avoiding the issue of treatment of older people 
whose hang-ups and problems are just like oirs. 

Nutrition - Nutrition is certainly income related. Often 

from lack of money, and in many cases from lack of some 
one to eat with and the social stimulation so many need 
and perhaps related to poor dental care, many factors 
that are n -simply age-related. 

E ducation - There is a growing body of knowledge that indi- 
cates that the ability to learn many kinds of materials 
increases with age. Of course, at some point perhaps 
at age 85 or 90 somewhere along the way, there may be 
decreases and there are certainly changes in speed and 
in some other aspects of learning, but primarily there 
is the same ability and the same spread of ability 
within older age groups as with any other group. 

Employment - Little needs to be said since almost all re- 
search has shown that except for pro-football or basket 
ball, the older worker is a better worker in most areas 

Transportation - A national crisis for all ages. Certainly 
critical for the ajed, but not an aging population in 
itself. 
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Spiritual well being - The need for exploration of the role 
of the church- Again, this is across all ages and not 
just the aged. There is little indica\ ion that older 
people get more religious# but they do probably repre- 
sent a generation that was more religious in youth and 
still is more religious. 

Older people are basically just people who have lived longer 
than most of us. Given freedom of choice, their pattern of 
living needs are just as varied and rich as any other age 
group. 
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THE PHYSIOLOGY OF AGING 

Frad B. Thigpen, M. D. 
Tallahassee , Florida 



What determines functional span and life span? Is it pri- 
marily due to some unknown factor s\' r '. as a chemical or a 
hormone? is it due to disease or scries of diseases? Is 
it primarily hereditary? 

This paper will include a discussion of both the physiology 
and pathology of aging with some thoughts on hew the aging 
process can be postponed and how the individual can remain 
functional and productive for a longer period of time. Let 
me describe what I mean by the term aging. Aging is not so 
much a matter of chronology as it is a matter of functional 
status. Aging is characterized by the decline or loss of 
physical and mental capacities on account of a variety of 
factors such as heredity, experience, external and internal 
environment. There is some decline in mental agility, in 
ability to remain oriented, in facility for remembering 
events in the past or present. These losses reflect some 
decrease in brain cells, one of the important contributions 
to aging and to mental and emotional disorders. 

What are the factors in the aging process? Heredity is pro- 
bably the most important factor in determining aging, junc- 
tional span and life span. Those who believe environment is 
the most important factor have difficulty in affirming this. 
Environment is of considerable importance although it is 
probably not the dominant factor. Let us consider environ- 
ment as it affects the aging process since we can to a degree 
alter environment. 

The life span of man now measures about seventy years. Few 
people live more than 100 years. in 1900 the average person 
li’ ad 47 years. The ir.ciease of life span is largely due 
to the control of disease. 

The length of life of animals seems predetermined. The oat 
lives about 15 years, a dog about 13 years, a horse 25 years, 
blue jay 4 years, pigeon 35 years, dog-fish 2 years, stur- 
geon 50 years, turtle 125 years. I give these examples to 
show the influence of heredity on aging. 

The life expectancy in various countries varies considerably. 
In Africa, in most areas, the average life span is about 35 
years. In South Africa the white population averages about 
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68 years while the black population averages about 46 years. 
This difference could be explained in the type of medical 
care and nutrition the two groups receive. In the U.S. the 
average is 70 years. Norway and Sweden seem to have the best 
average# which is about 72 years. The decrease in infant 
mortality, improved nutrition# and excellent medical care is 
credited with the great increase in life span. 

After birth we slowly become functional individuals. In a 
highly civilized and complex society where educational re- 
quirements are great# an individual may not become produc- 
tive until the 20's or 30’s. In a primitive society an 
individual can become productive in his teens. An individ- 
ual remains productive until some disease causes a functional 
impairment that prevents work activity. Some function 
through the 60' s and 70' s. Some are old and impaired at 40. 

A teacher or physician is young at 35 but a football player 
is old at 35. 

At the present time I consider aging to be due to a disease 
or several diseases which gradually or suddenly cause a loss 
of functional capacity. 

I will explore some diseases. 

The eyas frequently show changes at age 35 to 45. There is 
a decrease of the elasticity of the lens and ability to 
accommodate for near vision. Glasses correct this problem 
very well. it is interesting to note that Benjamin Franklin 
invented the bifocals. Cataracts are another problem that 
occurs with aging. These are usually easily removed but the 
eye with the removed lens has some functional impairment. 
Glaucoma is another problem that can be controlled if detec- 
ted in the early state. Older people need more light and 
sharper contrasts to help their visual problems. 

Deafness normally begins at age 55. When this factor is 
added to the loss caused by our noisy society, we can have 
a considerable problem. People living under quiet primitive 
conditions usually have acute hearing up to the 7th and 8th 
decade. Our noisy society (traffic noise, music# guns# jet 
planes# machines# dish washers# lav/n mowers) frequently 
cause hearing loss. The partially deaf have difficulty hear- 
ing a speaker or telephone conversation if there is much 
background noise. The partially deaJ need someone to speak 
distinctly and directly so they can utilize lipreading in 
addition. In an auditorium the deaf should sit close to the 
speaker. Hearing aids are helpful. 

Ail important part of the senior citizen's life and all per- 
sons lives is sexual activity and the reaction to his sexual 
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drive or lack of drive. At age 25 about ~.4% of the male 
population are impotent. At age 35 1 % are impotent. At 60 
20% are impotent , and at age 80 about 80% are impotent. 

Loss of sexual ability is frequently associated with anxiety 
and depression. 

Some of the causes of impotency are psychogenic factors such 
as depression, the belief that aging inevitably leads to sex- 
ual failure, pituitary failure, hypothyroidism, diabetes mel- 
litus, low testostersone production, male clime -ter ic , alco- 
holism, dependence on drugs, excess work pressure and demands, 
fear of aggravating an illness such as heart disease* and a 
rejecting or ill wife. My urological friends tell me that 
hormonal therapy is helpful at times. Adequate control of 
diabetes helps, cessation of alcoholism or drug abuse and 
correction of hypothyroidism is also worthwhile. Diminish- 
ing an excessive work load may be helpful. Treating and 
clearing up a depression can help. 

The female also has sexual problems in late life. There are 
alterations in the menstrual cycle, loss of ability to con- 
ceive, changes in the skin and breast contour and changes in 
the vaginal tissues due to estrogen failure. The vagina that 
was once so distensible that it could allow a baby's head to 
emerge may become the size of a small garden hose causing 
painful sexual activity. The ability to conceive, whether a 
child is wanted or not, is at least an unconscious motivation 
of the libido of women. For those women in whom this is the 
overwhelming incentive to sexuality, the knowledge that preg- 
nancy is no longer possible may negatively influence their 
desire for sexuality. Depression is also common in the mid- 
dle and older age female and causes a loss of sexual drive. 

What can the physician do? He should point out that the need 
for sexual gratification is normal and not reserved for the 
young, and that maturity can enhance the sexual experience. 

The fear of aging should be dispelled. Medical problems, 
depressions and ovarian failure should be corrected. Female 
hormones are of help because they prevent atrophy of the fe- 
male reproductive tract. 

I went to the Social Security agency to find out the leading 
causes of disability. Another way of saying loss of functional 
capacity and aging. They came in the following order: (1) 

heart disease, (2) emphysema, (3) mental illness, (4) hyper- 
tension, (5) os teoar^-hr itis , (6) pulmonary Tbc, (7) rheuma- 

toid arthritis, (8) diabetes, (9 & 10) strokes. 

It is interesting that of these, the leading cause was vas- 
cular disease as were two of the other top ten. The funda- 
mental problem in all of these is atherosclerosis. 
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Arteriosclerosis is a lining of the vessels with a yellow 
material that finally closes an artery or partially obstructs 
an artery* This disease causes a lack of Oo and nutrition 
to the involved tissues such as the brain, heart# kidneys# 
and legs. This situation is analagous to the irrigation 
ditch nourishing a field. If it is obstructed at a point, 
everything beyond dies for lack of nourishment. Athero- 
sclerosis in this fashion causes strokes, heart attacks, 
kidney disease, and disease of the vessels in the legs. If 
an individual has two or more etiologic factors# he is likely 
to get some manifestation of atherosclerotic disease. 

The etiologic factors, or factors causing atherosclerotic 
disease# are heredity, age, hypertension, blood lipides, 
diabetes# exercise# smoking, obesity# diet# and some fee^ 
that emotional stress may be important. Theoretically many 
of the factors can be altered by education# drugs# and using 
preventive medical techniques. There h as been tremendous 
strides in recent years in heart disease with the coronary 
care units eliminating death in heart attacks due to irregu- 
lar heart actior. Also# the prevention of crippling and 
fatal strokes has been improved. Prior to strokes many get 
warnings such as dimness of vision in an eye and numbness or 
weakness of the extremities in the opposite side. Frequent- 
ly this is due to a narrowing of a vessel in the neck. Some 
feel that 50% of strokes are caused by disease of neck ves- 
sels. The pulsation of the vessel is decreased and a blow- 
ing sound can be heard by the doctor over the diseased ves- 
sel in the neck. This is easily corrected surgically and 
results in prevention of strokes and a good prognosis. This 
disease also attacks the vessels in the legs and these ves- 
sels can be approached the same way. 

The prevention of arteriosclerosis through dietary changes, 
drugs# cessation of smoking, decreasing stress# exercise# 
control of diabetes and hypertension, can probably be effect- 
ed by changing one 1 s life long habits. Atherosclerosis is 
the greatest cause of aging and functional loss, and this 
can be prevented. 

Parkinson’s disease manifested by tremor# rigidity, and lack 
of movement has been found to be associated with a decreased 
chemical (dopamine) in parts of the brain. The use of a 
chemical called L-dopa has greatly improved many cases. This 
drug is now in general use# eliminating a serious cause of 
loss of .unction and aging. It is estimated that there are 
one million with Parkinsonism in this country. These are 
largely in the older age groups. 
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Arthritic diseases are not fully understood but with drugs 
and new procedures the control of this problem has been im- 
proved . 

Emphysema can be largely prevented by the cessation or pre- 
vention of smoking. Soma headway is being made in educating 
the public. 

Psychological changes of aging is one of the most important 
of all of the factors. There is some decrease in ability to 
learn with aging, but in many this is not really great. De- 
sire to learn is the greatest aid to learning. No one is 
ever too old to learn. If minds are kept active through 
exercise of intellectual and creative imagination, outstand- 
ing accomplishments can occur in the 7th and 8th decade. 
Liking for occupation usually decreases with age, however, 
a survey of people out of work showed 70% felt they would 
be happier if they had a job. 

The environment is ^ery important from a psychological 
standpoint. An important part of our environment is the 
political system under which we live. As far as I know 
there has never been any study to determine under what type 
political system people do better as measured by hard facts 
such as incidence of suicide, tendency to be pathologically 
dependent, admissions to state mental hospitals, functional 
and life span, crime rate, incidence of emotional illness, 
illegitimate rates, degree of narcotic and drug addiction, 
alcoholism and general standard of living. Of course, my 
personal choice is a democratic and free society. The 
choice of political systems in a free society depends not on 
objective thinking, but on emotional factors, individual 
experience, and dependency *.eeds. The socialized system 
with its multiple rules and regulations offers much more for 
the older citizen; however, it tends to produce pathological 
dependency states. Many who reach a given age cease to work 
and function because they can regress and be cared for by 
their pensions and social security. The government cares 
for them quite the same as a child is cared for by its par- 
ents. I know of no solution to this problem since there are 
many who have normal dependency states that are not self- 
induced or pathological and these people need help. To 
force all into this state me/ be unwarranted. To cut off 
Social Security and pensions because of work activity is 
probably wrong and not reasonable to those with desire and 
motivation. To work they need prais< , self satisfaction, 
and some monetary return. If one is rewarded as well while 
not working, a big part of the motivation for work is lost. 
Those who seek retirement are many times those who never 
liked their job in the first place. They also may have ex- 
cesnive dependency noodc and a dosire to regress and be cared 
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for prematurely. These people frequently become depressed, 
despondent and lose mental acuity. These are unhappy, un- 
productive people who don't feel wanted and have nothing to 
live for. This is the same situation that occurs in the 
middle-aged woman who no longer feels needed because her 
children have grown up and become independent. Frequently, 
a job or some civic duties will cure this situation. 

Depression is very common in the elderly. They have lost 
their children, jobs, youth, ability to reproduce, sexual 
drives, looks, physical capacities and no longer get plea- 
sure from anticipation of the future. Some of the symptoms 
of depression are fatigue, lack of ambition, crying, loss 
of mental acuity, inability to make decisions, insomnia, 
preoccupation with bodily functions, loss of sexual desire, 
suicide and loss of interest. We now have chemicals that 
can alter the depressive state? however, this is of little 
value unless the environment and activities are changed. 

These changes include work activities, studying and learn- 
ing, hobbies, participation in community affairs, exercise, 
both mental and physical, and the realization that the in- 
dividual is still worthwhile to society. 

I have touched the surface of some of the problems of aging. 
Medically, we are making progress, and I feel sure the life 
span and functional span will continue to increase. I am 
not sure that we are approaching the psychological areas 
correctly. I am against mandatory retirement at a given age 
when a person is capable and willing to work. I am opposed 
to pension plans that penalize those who work. I don't like 
the cultural tendency to reject the aged. 

I feel that earned Social Security and earned psnsions should 
be allowed at a given age and not held back if the individ- 
ual works, for this is a penalty for being productive. 
Chronological aging should not determine retirement dates, 

VTe should do all we can to prevent pathological dependency 
states that are so self-destructive. 

Medicine should do its job by continuing to inform the pub- 
lic on how to prevent disease. We should be oriented more 
to prevention. We should not stand back and later attack 
the catastrophies such as strokes and heart attacks after 
they have occured. Many ti; es there is not much to salvage. 

Medicine should do all it can to become generally available 
and keep people productive. 

We need more nursing homes and general living quarters, 
specially designed for tho aged. Perhaps these should be 
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built by the government such as state mental hospitals are 
at this time. 

V7e now have 20 million people over 65 and much needs to be 
done for this group. 
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Old age is not viewed favorably in our society. Tuckman 
and Lorge (13) in one of their several studies of attitudes 
toward old persons concluded that old age is seen as a per- 
iod characterized by economic insecurity, poor health, lone- 
liness, resistance to change, and failing physical and men- 
tal powers. These commonly held# stereotyped notions are a 
major problem to be understood and dealt with when we begin 
to concern ourselves with helping older persons to function 
more adequately as competent and contributing members of 
society. 

The purpose of this paper is to examine how we in the social 
sciences may have contributed unwittingly to this way of 
viewing aging and how we are now attempting to show that age 
per se may explain very little of the behavior of older per- 
sons . 

Seme social scientists have gone so far as to suggest that 
old people are the victims of an agism kind of thinking which 
is not unlike racism in its characteristics and consequences. 
Sheppard (12), in writing about the employment of older work- 
ers emphasizes that age per se may be inappropriate, mislead- 
ing, and an oversimplified concept when used to explain the 
performance differences among age groups. He goes on to s,.y 
that differences due to age may be minimal when one accounts 
for differences in health, education# past experiences, and 
attitudes of older persons toward themselves. 

The implications for such a position are rather profound and 
warrant elaboration. No one denies that instances of health 
problems and chronic diseases increase with advancing age. 
Likewise, we know that today's older person has not had as 
much formal education as today's youth. It is also fairly 
common knowledge that many older persons have chronic eco- 
nomic problems especially after retirement on a fixed income. 
Many of them do not have sufficient income to purchase ade- 
quate housing, adequate food# or necessary medical services. 
Many of them are anxious# depressed, and lacking in self- 
confidence. But the fact that there is an increasing fre- 
quency of these kinds of problems associated with advancing 
age does not in any way imply that they are the natural 
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consequences of aging. Most of them are s ituationally 
determined and 3re therefore remedial. By definition, 
aging is concerned with the systematic and regular changes 
which occur as the person lives through his life span- 
It is ordinarily viewed as a normal process of change. 

At the present, it is Inevitable. Breakthroughs in the ^ 
biology of age may make it possible for man to retard ms 
a 9ing, but for now, we must assume that the clock does 
not slov; down as it ticks away man’s allotted time. To 
attribute the multitude of age related problems to the nat- 
ural consequences of aging is to ignore the increasing re- 
search literature which shows that age differences at the 
behavioral level are oftentimes minimal when one accounts 
for differences on other dimensions. I have already ag T — d 
that we do not now know how to delay aging, but we do know 
how to solve many of these other age related problems. 

Health can be improved by more available radical and rehab- 
ilitation services. Economic status can be raised. Reme- 
dial education can be introduced. Negative attitudes to- 
ward old age can be altered. Society had only to decide 
that the problems of old age enjoy sufficient priority to 
warrant the time, effort, and money which would be required 
to make these remedial and preventative changes. 

In many instances, age is an irrelevant variable when one 
is planning programs of education, retraining, and even 
rehabilitation. To use it as a criterion for exclusion from 
remedial programs is an example of the practice of agism so 
commonly seen in today's society. 

I will return to this point in a moment, out will now di- 
gress to offer t>ome reasons why much of the work in the 
psychology oi iging has contributed to this agism attitude. 
The main reason is that we in the social and behavioral 
sciences seem to be more interested in averages rather tnen 
individual differences. Consequently, we speak of the aged, 
or more euphemistically, the aging, as though old people are 
a homogeneous group. In point of fact, it is almost axiom- 
atic that increasing age is characterized by increasing in- 
dividual differences. 

Research on the psychological aspects of aging is relatively 
new. Most of the work has been accomplished since the end 
of World War II. Before then, the empirical basis for what 
we know about people was based on studies of children and 
the two-legged white rat; the college sophomore. Researchers 
began to ask if these findings on young people held true for 
persons during maturity and old age. Initially, we were 
primarily concerned with young-old differences. Were there 
any? The typical study compared a group of young people, 
usually defined as being under 30 years of age, against a 
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group of old people, usually defined as being over 65 years 
of age. Sure enough, the older groups were different. 

They usually appeared as deficient on most psychological 
variables when their performance was compared against a 
group of young people. We somehow paid little attention to 
the overlap; some old persons performed as well as the young 
and some young persons performed as poorly as the old. But 
the mean difference was statistically significant. We had 
scientific evidence that the old were deficient in compari- 
son to the young. These findings found their way into both 
the scientific and popular literature. They provided a 
scientific basis for the stereotyped attitude that old age 
is characterized by failing mental powers. 

This picture is now changing. We are now learning that old 
people differ from the young in ways in addition to the ac- 
cumulation of birthdays. Data from longitudinal studies 
are also beginning to appear in the literature which suggest 
that age changes are not as marked as age differences. One 
is studying age difference when he compares two groups of 
different ages. He is studying age changes when the same 
person is studied for several years in a longitudinal design. 
Thus, much of what we have been saying about aging may have 
to be modified as we better appreciate how age differences 
and age changes are not necessarily the same. 

I wish now to review with you some of the recent research 
which supports the position that age per se may be making 
a minimum contribution to our understanding of the perform- 
ance of older persons. 

The physical health of the older person has a profound in- 
fluence on the behavior of not only the elderly, but the 
young as well. What is the difference in the psychological 
behavior of persons of equal health status but who differ 
with respect to age? A few years ago a study of healthy 
old men and healthy young men was carried out at the NIMH 
(3). Health was defined as the absence of disease or ill- 
ness based on laboratory procedures and competent medical 
examination. The old men lagged behind the young in their 
psychomotor behavior. They were slower, but they earned 
higher scores on tests of information, comprehension, and 
verbalization. These investigators found no evidence to 
support the popularly held opinion that impairments in mem- 
ory and learning abilities are the normal consequences of 
aging. When learning impairment does exist, it is likely 
the result of some prior incapacity or debilitating health 
change in the individual (1). Ot\er investigators (5) have 
shown that persons with cardiovascular disease also perform 
less well on psychomotor and intellectual tasks. Reversals 
in elevated cholesterol levels in the blood have been 
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associated with older persons' improvements on certain kinds 
of intellectual tasks (11). 

Education is another important variable which affects the 
intellectual behavior of older persons. An extensive anal- 
ysis of one of our better tests of intelligence reveals that 
more individual difference is associated with differences in 
education than with differences in chronological age (4). 

As noted earlier, one of the common age stereotypes says 
that the older person is set in his ways. One investigator 
suggests that this may be related to their attitude toward 
learning. As the years go by, the older person tends to 
solve problems on the basis of what is already known and is 
not inclined to change his approach. But this intellectual 
rigidity is related also to the person's initial level of 
intelligence, the extent of his formal education, and the 
number of years that have passed since school was attended. 

These studies are but a few examples here cited to suggest 
a host of non-age variables that may be responsible for 
those differences which we have traditionally thought to be 
the consequences of aging. Let's turn now to the results 
of work coming from the longitudinal rather than cross sec- 
tional studies of aging. 

Most research on intellectual changes associated with aging 
has used a cross sectional design (14). The results gen- 
erate a curve which shows mental abilties to reach their 
highest level during the middle of the second decade of life. 
It begins to fall shortly thereafter and processes downward 
into old age. The longitudinal studies which have recently 
begun to appear in the literature reveal that these age 
changes are not nearly so pronounced when the same persons 
are studied over a several year period. For example, one 
nine-year study of persons past age 60 found that intell- 
igence was quite static across this period (7). Another 
31-year follow-up of World War I veterans (9) found that 
there was some decline but it was not nearly so pronounced 
as earlier cross sectional studies would have predicted. 

Another aspect of the longitudinal studies is most excit- 
ing. The results are only tentative but it would appear 
that changes in intellectual behavior during later life may 
be predecessors of active somatic disease and the probable 
remaining length of life. We have long known that test per- 
formance associated with brain pathology was different from 
that associated with normal aging (10). In several of the 
longitudinal studies (2, 8, 14) it was found that the test 
scores of survivors were much superior to the non-survivors . 
Thc.t is to say, those persons who had died or who were too 
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ill for subsequent retesting had lower scores than those 
who were still alive and healthy. This suggests that per- 
haps in some instances we could better understand aging if 
we vievred it as the time remaining before death rather than 
defining it as the time since birth. 

Thus far# I have made several references to intellectual 
changes in old age. Perhaps we should pause for a moment 
to examine some of the implications of this word. Most of 
us in psychology and education feel reasonably comfortable 
with the concept of intelligence. We know, for example, 
with other things being equal the brighter the child the 
further and easier he will advance in school. We use it 
as a predictor of academic success. Many of us equate or 
operationally define intelligence in terms of the numerical 
values of the IQ. It is a unitary concept? we ask how in- 
telligent is a given individual. I do not wish to get into 
the pros and cons of this question regarding its validity 
with school age children, but would suggest that intelli- 
gence as measured by a single score on an intelligence test 
is not especially useful in working with older persons. 

The IQ does not tell us too much. What is much more impor- 
tant are the relative strengths and v/eaknesses as reflected 
in variations among the several subtests within a given 
intelligence test. The Wechsler Adult Intelligence Scale 
has eleven different subtests. Half of them tap verbal 
skills while the other half place more emphasis on perform- 
ance or non-verbal skills. Those subtests which emphasize 
information, verbal comprehension and arithmetic operations 
tend to increase from 20 through 60 years. Declines, how- 
ever, are seen in subtests involving spatial perception, 
arrangements of geometric forms and decoding tests. What 
this means is that there seem to be changes in the pattern 
of subtest scores as one advances in age; some tests in- 
crease while others decrease. Thus, the IQ might remain 
the same while there is a significant shifting in the pat- 
terning of the subtest scores which contribute to the IQ 
value. 

It has not been my intention to provide you a comprehensive 
review of all the psychological changes and differences 
associated with aging. There are already excellent reviews 
of the material easily available to you. May I suggest for 
example that you obtain a four volume series entitled 
Working With Older People (1). It is published by the 
Public Health Service and is available at a very nominal 
cost. Volume II of this series offers excellent surveys 
of what is known about the biological, psychological, and 
social aspects of aging. it has not been my intention to 
try to reduce these materials to a one hour superficial 
summary. My message has been a simple and singular one. 



0 




24 



